Purpose: To describe clinical experiences of paediatric non-epileptic seizures (NES) among doctors attending a UK child and adolescent psychiatry conference. Methods: Sixty-six participants completed a semi-structured bespoke questionnaire. Results are reported using descriptive statistics. Results: Two-thirds of respondents regarded the best name for the disorder to be "non-epileptic seizures". Although most doctors saw new cases each year, two-thirds described their own service as poorly equipped to manage NES. Anti-epileptic drugs (AEDs) were commonly still being taken by children without epilepsy 6 months after their diagnosis. Preferred treatment approaches included supportive case management and cognitive behavioural therapy. Joint working with paediatrics and liaison with schools were seen as important. Conclusion: Despite many clinicians having experience of the disorder, NES seemed to occupy a neglected status, often falling between paediatrics and child mental health, with inadequately defined care pathways leading to sub-optimal treatment. Re-configuration of services to prioritise liaison with paediatrics and education may support development of effective treatment, thus maximising health, social and educational opportunities for young people and their families. Crown
Introduction
Non-Epileptic Seizures (NES) can be defined as paroxysmal events which resemble epileptic seizures to an observer's eye but are not accompanied by the electroencephalogram (EEG) changes characteristic of epilepsy. The preferred name for the disorder is much debated and up to 15 examples exist in the paediatric literature [1] . The ICD-10 classifies NES as "F44.5 dissociative convulsions" but DSM-5 uses "conversion disorder (functional neurological symptom disorder)" within the somatic symptom disorders grouping [2, 3] . There is a lack of epidemiological data in this age range, though a surveillance study of non-transient conversion disorder in children under 16 in the UK and Ireland found an incidence of 0.52/100 000 for NES [4] .
Little is known about the provision of healthcare for this group and referral and assessment pathways lack standardisation [5] . Young people and their families have identified accessing healthcare as challenging [6] . Anti-epileptic drugs (AEDs) are frequently prescribed in adults with NES but no epilepsy [7] , though the situation is not clear in children. A survey of members of the American Epilepsy and Child Neurology Societies found that most respondents were at least moderately willing to discontinue AEDs; however, they were sometimes reluctant to do so for reasons including a fear of misdiagnosis and poor access to psychiatric services [8] .
This study of doctors at a UK child and adolescent psychiatry conference describes experiences of managing paediatric NES, including the preferred name, numbers of cases seen, AED use, service provision and ways to improve services. It is hoped this information will be useful to demonstrate need and direct service development.
Methods
The survey took place at the Royal College of Psychiatry Faculty of Child and Adolescent Psychiatry Annual Conference in September 2014 in Cardiff, UK. This annual conference presents new research and updates on clinical practice. Attendees at a workshop entitled "Non-epileptic seizures in children and adolescents" were asked beforehand to complete an anonymous bespoke questionnaire (see supplement 1). The question themes, which were derived from literature review and clinical experience, concerned: naming the disorder, numbers of cases seen and approaches to management. Results are presented using descriptive statistics.
Results

Participants
Sixty-six doctors returned questionnaires. They comprised 60 psychiatrists (44 consultants, 4 specialty or staff grade doctors, 12 trainees) and 6 trainee paediatric neurologists.
Responses
Preferred name for disorder
Fig . 1 shows the first preferences for the name of the disorder. Table 1 shows the responses to other items in the questionnaire. Two-thirds of respondents saw at least 2 cases per year, with a sixth seeing 4 or more. Nearly two-thirds thought their local service managed these young people very poorly and 6 months after diagnosis nearly 20% of patients without epilepsy were still taking AEDs. Clinicians described a range of management approaches and suggestions for improving services, including cognitive behavioural therapy.
Numbers of cases and management approaches
Discussion
This survey captures opinions of doctors attending a UK child and adolescent psychiatry conference, offering a snapshot of clinical pathways and practices for children with NES in the UK.
The variation in the choice of name for the disorder echoes the continuing debate over nosology in the literature [9] . Although clinicians may have good insight into the best name to aid communication amongst professionals, their instinct for what patients and families prefer may be poor. Recent work has found that family members disliked names which they perceived as stigmatising (such as "pseudoseizures") and preferred those with some face explanatory value, including those making explicit reference to the relationship of the disorder with epilepsy [6] . The young people themselves largely reported ambivalence to the choice of name, highlighting the difficulties in deciding acceptability [6] . No respondent in the current study suggested use of "dissociative convulsions", the preferred ICD-10 code which is used by several authors in the adult field [2, 10] . Avoidance of this name may reflect anticipating that the term "dissociative" is awkward to explain to young people or that it may force explicit connections with trauma to be made. Alternatively, clinicians may feel that greater emphasis on a behavioural mechanism is useful when understanding NES in this age.
The variety in numbers of cases seen might be expected given that some participants will work in liaison psychiatry, some in community general child mental health services and some in specialist centres; nonetheless, these results suggest that the disorder is not uncommonly encountered in clinical practice. Well-planned epidemiological studies need to be undertaken to quantify the prevalence of NES in the paediatric population more exactly.
The low self-rated scores for effectiveness of services suggest that strategic planning of service provision is overdue. Children and adults with NES frequently have a low opinion of their care, feeling ignored by services and describing long delays [6] . They perceive a lack of parity of esteem for NES when comparing with epilepsy services [6] . This lack of confidence which doctors hold in services may further contribute to clinician disengagement from a group who are sometimes viewed as difficult to work with [6] .
Clinicians struggle to help patients understand that they do not have epilepsy and cannot be treated with AEDs [11] . There may be reasons why a child should remain on AEDs when they are not needed to manage seizures, but for the child with NES, this risks jeopardising acceptance of a psychological formulation whilst exposing them to adverse drug effects.
The wide range of management approaches described reflects the absence of co-ordinated access to standardised care, especially given the great variety of routes via which young people present to services [4] . A Cochrane review for adults found the evidence base insufficient to recommend any treatment approach [12] but there is one recently published treatment protocol in the paediatric age range, as yet unvalidated in a formal trial [13] . A recent pilot of CBT in adults was promising and a fully powered adult RCT is currently under way [9] . Although young people may respond to similar therapies, it is possible that different approaches may be needed, possibly drawing more heavily on behavioural analysis, involvement of the whole family or focussing on treatment of comorbidity. Some respondents in the current study highlighted the importance of better integration between psychiatry, paediatrics and schools, as well as a need for development of targeted psychoeducational resources. These concerns echo those of family members [6] and should be used to direct service development.
Limitations
The survey relied on self-reported answers given by a group of clinicians who had displayed interest by attending the workshop and thus may not be representative of clinicians who treat children with NES in the UK. The majority of respondents were psychiatrists and the views and experiences of paediatricians may differ significantly.
Conclusion
This survey reveals contention over naming the disorder, poor ratings of services by clinicians and much heterogeneity in approaches to management, reflecting previous concerns by families and young people. Standardisation of referral pathways and integration of paediatric and psychiatric services will improve access to diagnosis and timely management, but must take into account the variety of routes by which young people present to services. Improved training for clinicians may facilitate access to management, but there is a need for development of evidencebased treatments, even though understanding of the mechanism of the disorder in children is still poor.
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